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Abstract 
 
The current study was designed as a follow-up study and explored factors influencing the 
development of vicarious trauma in licensed clinicians including a personal history of 
trauma, work experience, trauma-specific training, and defense style. Doctoral and 
Master’s level licensed clinicians (N= 77) completed an Experience and Demographic 
questionnaire, the Trauma and Belief Scale (TABS), and the Defense Style 
Questionnaire-40 (DSQ-40). In comparison to the previous study which found significant 
results, no significant results were found.  Licensed clinicians reported an overwhelming 
use of mature defense styles (97%) with mean scores within the Average Range (45-55) 
on the 5 TABS subscales of self psychological needs. The results may indicate that in 
comparison to those in training, licensed clinicians are not experiencing significant levels 
of vicarious trauma as a result of treating victims of trauma. 
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INTRODUCTION 
 A traumatic event is defined as “extremely upsetting and at least temporarily 
overwhelms the individual’s internal resources” (Brier & Scott, 2006, p. 4). Individuals 
in a position to provide professional help to those who have experienced trauma are 
exposed to the intense distress and emotional pain that characterize trauma. An 
increasing body of research has found empirical evidence that working with trauma 
victims can have a deleterious effect on therapists or other mental health providers 
(Figley, 1995; Follette, Polusney, & Milbeck, 1994, Schauben & Frazier, 1995). This 
indirect exposure to the experience of trauma can result in the development of what has 
been termed “vicarious traumatization” by McCann and Pearlman (1990). Vicarious 
traumatization or vicarious trauma is characterized by cognitive changes that occur 
within a therapist and refers to the “transformation in the inner experience of the 
therapist that comes about as a result of empathic engagement with clients’ trauma 
material” (Pearlman & Saakvitne, 1995a, p. 31). According to Pearlman and Saakvitne 
(1995a), working with trauma victims can challenge a therapist’s self-protective beliefs 
regarding safety, control, predictability, and attachment. The cognitive changes that 
occur with vicarious trauma alter the ways in which the trauma therapist experiences the 
self, others, and the world.              
Vicarious trauma is an occupational hazard and does not indicate pathology in the 
therapist (Pearlman & Mac Ian, 1995). Although not all therapists are equally impacted 
by working with trauma victims, some risk factors that have been associated with the 
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development of vicarious trauma have been identified, such as having a personal history 
of trauma, and having less experience as a therapist (Pearlman & Mac Ian, 1995). 
Pearlman and Saakvitne (1995a) have also posited that lack of trauma-specific training 
can increase susceptibility to the occurrence of vicarious trauma. In addition, it has been 
suggested that personal defense styles may influence the ways in which working with 
victims of trauma will impact individual therapists (Pearlman and Saakvitne, 1995a). 
Finally, some authors have posited that the experience of vicarious trauma may vary 
depending on cultural factors (Adams & Riggs, 2008; Brown, 2008). Recognizing and 
identifying significant risk factors can help inform therapists of the potential deleterious 
effects of working with trauma victims, and may suggest strategies therapists could 
employ to minimize their individual risk of developing vicarious trauma.  The current 
study seeks to replicate the findings of a study examining the relationship between each 
of these risk factors and vicarious trauma (Adams & Riggs, 2008).  The current research 
will extend the findings into a new population by examining licensed practitioners rather 
than graduate students.  
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REVIEW OF THE LITERATURE 
Vicarious Traumatization 
Defining Terms 
 The debilitating effects of working with trauma victims have also been 
conceptualized and defined as secondary traumatic stress, compassion fatigue, or 
burnout in addition to vicarious trauma. Often these terms are used interchangeably and 
determining defining features of each of these related concepts can be difficult. 
Recognizing the differences in these constructs can help to identify the separate and 
unique characteristics of vicarious trauma.                                                                                                                                 
 Secondary Traumatic Stress is defined as “the stress resulting from helping or 
wanting to help a traumatized or suffering person” (Figley, 1995, p. 7). Symptoms of 
Secondary Traumatic Stress Disorder (STSD) are similar to those that define 
Posttraumatic Stress Disorder (PTSD) and can include re-experiencing the traumatic 
event, avoidance/numbing of reminders of the event, and persistent arousal (Figley, 
1995). Symptoms of STSD are an indirect result of empathic engagement with the 
person experiencing PTSD (Adams, Boscarino & Figley, 2006). The stress reaction of 
STSD was renamed compassion fatigue, a term that is favored because it tends to be 
perceived as less pathological and less stigmatizing (Jenkins & Baird, 2002). In addition 
to STSD symptom clusters, symptoms of energy depletion and exhaustion -- also 
referred to as burnout -- were incorporated into the content domain of compassion 
fatigue. Fatigue refers to weariness from physical or mental exertion, causing reduced 
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functioning. Similarly, compassion fatigue diminishes the ability or interest in empathic 
engagement or treatment of a trauma victim (Figley, 2002). Currently, experts 
recommend use of the term compassion fatigue when describing the hazard of working 
with trauma victims in a clinical setting (Adams, et al., 2006).                                                                                                          
 Another adverse psychological outcome that can impact those working with 
trauma victims is burnout. Although burnout has been described as a component of 
compassion fatigue, the current definition of burnout as a separate construct is more 
comprehensive. Burnout is a gradual wearing down of the trauma worker by feelings of 
being overwhelmed by one’s work and incapable of effecting positive change. 
According to Pines and Aronson (1988), burnout is a condition of physical, emotional, 
and mental exhaustion resulting from regular and long term involvement in emotionally 
challenging circumstances (Figley, 1995). Burnout has been described as a gradual 
process that becomes progressively worse. Kahill (1988) identified five categories of 
symptoms of burnout including physical symptoms, emotional symptoms, behavioral 
symptoms, work-related symptoms, and interpersonal symptoms. Additionally, Farber 
(1985) stated that job structure is often predictive of burnout, with those who work in 
institutions at greater risk than those who work in private practice (cited in Jenkins & 
Baird, 2002).                                                                                                                        
 Unlike STSD or compassion fatigue, which focuses on observed symptomology, 
and burnout, which is related more to the structural strains within the workplace, 
vicarious trauma is defined by the constructivist self development theory (CSDT, 
McCann & Pearlman,1990) of trauma as a process of self-perceived change in cognitive 
schemas (Jenkins & Baird, 2002). Canfield (2005) stated “(v)icarious traumatization 
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represents changes in the most intimate psychological workings of the therapists’ self” 
(p. 87). Vicarious trauma can influence affect tolerance, psychological needs, essential 
beliefs about self and others, interpersonal relationships, body experiences, and physical 
presence in the world (Canfield, 2005). Change in the cognitive schemas of a therapist is 
the essential component of vicarious trauma, as exposure to the graphic material of a 
trauma survivor can feel overwhelming.   
Background and Development 
 The concept of vicarious trauma is based on the constructivist self development 
theory (CSDT) of trauma which combines the psychoanalytic theories of self-
psychology and object relations theory with social cognition theories. McCann and 
Pearlman (1990) conceptualized this theory as a way of understanding the 
psychological, interpersonal, and intrapersonal impact of traumatic events and the 
survivor’s experience of it (Pearlman & Saakvitne, 1995a). The constructivist approach 
draws on the concepts of individual differences, developmental perspectives, 
interpersonal context, symptoms as adaptive strategies, and familial and social-cultural 
contexts to assess and treat trauma victims. Through a CSDT perspective, individuals 
experience the effects of trauma as a shift in frame of reference including world view 
(e.g., beliefs about the world), identity (e.g., a sense of self), and spirituality (Pearlman 
& Saakvitne, 1995a). Self-capacities, “the inner capabilities that allow the individual to 
maintain a consistent, coherent sense of identity, connection, and positive self-esteem” 
(Pearlman & Saakvitne, 1995a, p. 64), are also affected by the experience of a traumatic 
event. Related to self-capacities, ego-resources, or resources developed to establish 
interpersonal contact and positive reinforcement from others are also influenced by 
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trauma (Pearlman & Saakvitne, 1995a). Additionally, CSDT emphasizes five 
psychological needs including safety, trust/dependency, esteem, intimacy, and control 
which are most vulnerable to the effects of trauma (Pearlman & Saakvitne, 1995a). 
Traumatic experiences influence cognitive schemas related to each of the five areas. 
Conceptualizing trauma according to its impact on concepts of self and other informs 
the CSDT approach and provides a framework for understanding how engaging 
empathically with trauma survivors can affect a therapist.  Similar to the way in which a 
traumatic experience can disrupt an individual’s sense of identity, beliefs about the 
world, and spirituality or a sense of meaning to one’s life, repeated exposure to 
descriptions of trauma can disrupt these concepts for therapists (Pearlman & Saakvitne, 
1995b). Identity disruptions can include questioning “our gender roles, our self-esteem, 
and our own history” (Pearlman & Saakvitne, 1995b, p. 160). Beliefs that the world is 
fundamentally just or that the future is bright can be challenged by exposure to accounts 
of trauma as well. Therapists can become cynical about the world and start to believe 
that people are fundamentally malevolent or selfish. Additionally, loss of hope or a loss 
of a sense of meaning in life can be symptoms of vicarious trauma in therapists 
(Pearlman & Saakvitne, 1995b).                                                                        
 Disruptions in self-capacities of a therapist experiencing vicarious trauma involve 
an inability to maintain a positive sense of self, an inability to modulate strong affect, 
and an inability to maintain a sense of connection to others. Manifestations of these 
disruptions can include overindulging or compulsive consuming, intense self-criticism, 
hypersensitivity or insensitivity to emotionally charged stimuli, and a sense of isolation 
or disconnect from others (Pearlman & Saakvitne, 1995b). The effect of vicarious 
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trauma on the interpersonal relationships of a therapist can also include feeling alienated 
from others because of the nature of trauma work and the inability to enjoy common 
forms of entertainment such as movies or television (Pearlman & Saakvitne, 1995b).        
 McCann and Pearlman (1990) suggest that changes in cognitive schema depend 
on the degree of discrepancy between the traumatic material of a trauma survivor and 
the therapists’ existing schemas. The schemas most susceptible to disruptions for 
therapists include dependency/trust (e.g., becoming more cynical, suspicious of other 
people’s motives, distrustful), safety (e.g., experiencing a heightened sense of 
vulnerability) power, (e.g., experiencing feelings of helplessness, loss of efficacy), 
independence (e.g., restriction in freedom of movement, diminished personal 
autonomy),  esteem (e.g., cynicism, pessimism), intimacy (e.g., alienation from other 
people or the world in general) frame of reference (e.g., causality) and in the memory 
system through disruptions in imagery (e.g., flashbacks, dreams, intrusive thoughts).  
The cognitive shifts that occur can create emotional distress in therapists including 
anger, guilt, fear, and grief (McCann & Pearlman, 1990). Shifts in these basic beliefs 
include moving “from believing we are reasonably safe most of the time to believing 
that we are constantly threatened by potential harm; from believing that we can trust our 
judgment in most situations to believing that we cannot trust ourselves in clinical or 
nonclinical situations” (Pearlman & Saakvitne, 1995b, p. 162). Related to the basic 
psychological needs are the ego resources that enable a therapist to meet those needs 
and can impact appropriate boundaries in relationships and making self-protective 
judgments (Pearlman & Saakvitne, 1995b).                                                                                                                                        
 In addition to the changes explained by the CSDT model, disruptions can also 
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occur in the sensory systems of therapists through exposure to the client’s reported 
memories (Pearlman & Saakvitne, 1995a). Intrusive images of violence, bodily 
experiences that feel unfamiliar, and other sensory experiences such as developing 
sensitivity to certain sounds or smells are common responses (Pearlman & Saakvitne, 
1995a). Pearlman and Mac Ian (1995) have asserted that “two psychological 
manifestations of vicarious traumatization might be disrupted cognitive schemas and 
intrusive trauma imagery” (p. 558)                                                                                 
 Stemming from the concept of countertransference, which can be defined as a 
therapist’s affective, ideational, and physical response to a client or clinical material, 
and the therapist’s conscious and unconscious defenses against the affect (Pearlman & 
Saakvitne, 1995a) vicarious trauma is an inevitable aspect of working with trauma 
survivors. However, countertransference is specific to a particular therapeutic 
relationship (Pearlman & Saakvitne, 1995a). In contrast, the effects of vicarious trauma 
do not occur from isolated instances of treating trauma victims, but has a cumulative 
effect over time based on continuous exposure to trauma experiences (Pearlman & Mac 
Ian, 1995). Vicarious trauma can impact a therapist in many areas of functioning from 
professional to personal and from interpersonal to intrapersonal.      
Subjective Experience 
 The debilitating effects of vicarious trauma are a serious threat to therapists 
treating trauma victims. Qualitative research conducted to understand the development 
of vicarious trauma found that disruptions in the cognitive schemas of therapists through 
empathic engagement with trauma victims was unique to each individual, depending on 
which schemas are central to the individual (Iliffe & Steed, 2000). Research conducted 
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by Steed and Downing, (1998) found that all therapists working with trauma victims 
reported negative effects that were predominantly affective including anger, pain, 
frustration, sadness, shock, and distress. Physiological functioning was impacted as 
well, in particular fatigue and disturbed sleeping patterns (Steed & Downing, 1998). The 
same authors found that for many therapists traumatic imagery was overwhelming 
causing flashbacks, dreams, and intrusive thoughts of client material. Open-ended 
questions were used to obtain insights into the difficult aspects of working with sexual 
violence survivors in a study conducted by Schauben and Frazier (1995). The authors 
found that treatment issues (i.e., maintaining boundaries, premature termination, 
establishing trust), dealing with client emotions about trauma, and self emotions 
regarding abuse (i.e., anger at perpetrator, sadness, fear, helplessness) were the most 
difficult issues to deal with for therapists.                                                                       
 Salient themes that emerged from the results of semi-structured interviews used in 
a study conducted by Iliffe and Steed (2000) regarding the impact on therapists of 
working with victims of domestic violence included initial impact (e.g., loss of 
confidence, taking on too much responsibility), personal impact (e.g., visual images, 
anger) changes to cognitive schemas (e.g.,. feeling less secure in the world, changed 
worldview, trust, awareness of gender power and control issues), challenging issues 
(isolation, powerlessness), burnout, and coping strategies (e.g., debriefing, self-care). 
Collectively, these studies indicate evidence of the detrimental impact that working with 
trauma victims can have on individual therapists.      
Contributing Factors 
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 Several factors have been proposed as contributing to the development of 
vicarious trauma in therapists treating survivors of trauma. Both personal factors (i.e., 
personal trauma history) and professional factors (i.e., experience level, trauma-specific 
training) have been identified (McCann & Pearlman, 1990; Pearlman & Saakvitne, 
1995a). However, a review of the literature exposes conflicting information as to how 
specific variables moderate development of vicarious trauma in therapists. In addition, 
vicarious trauma is often assessed using different measurement instruments, 
complicating the interpretation and comparisons of the study results. Evaluating the 
significance and effects of vicarious trauma has primarily been accomplished using the 
Traumatic Stress Institute Belief Scale-Revision L (TSI-Belief Scale-L; Pearlman 1994) 
to measure disruptions in cognitive schemas, the Impact of Events Scale (IES; 
Horowitz, Wilner, & Alvarez, 1979) to assess avoidant and intrusive symptoms, and the 
Symptom Checklist-90-R  (SCL-90; Derogatis, 1977, 1994) to differentiate general 
distress from trauma-specific stress related to Posttraumatic Stress Disorder.                                            
 Personal Trauma History                                                                                                    
 One of the earliest studies of vicarious trauma conducted by Pearlman and Mac 
Ian (1995) on self-identified trauma therapists examined “the relations among aspects of 
trauma therapy, aspects of the therapist, and the therapists’ current psychological 
functioning” (p. 559). The results indicated that therapists with a personal trauma 
history revealed more cognitive disruption in the areas of safety (the belief that one is 
secure and reasonably invulnerable to harm), self-trust (the belief that one can trust 
one’s own judgment and perceptions), other-trust (the belief that one can rely on others), 
self-esteem (the belief that one is valuable), and other-intimacy (the belief that one can 
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feel connected to others) as well as trauma–specific distress and intrusion (Pearlman & 
Mac Ian, 1995). Other researchers have confirmed this finding reporting that  clinicians 
with a personal trauma history reported significantly more disruptions in the cognitive 
schemas of self-safety, self-esteem, and other esteem (Cunningham, 1997), more PTSD 
symptomology (Weaks, 2004), and higher levels of trauma-specific symptoms (Follette, 
Polusny, & Milbeck, 1994).                                                                                   
 Schauben and Frazier (1995) conducted a similar study to assess the effects of 
working with sexual violence survivors on members of an organization of women 
psychologists and sexual violence counselors. Contrary to the findings of Pearlman and 
Mac Ian (1995), results indicated that counselors with a personal history of trauma 
defined in terms of rape, attempted rape, incest, sexual harassment, or other sexual 
assault were not more distressed by treating trauma survivors than were those without a 
trauma history (Schauben & Frazier, 1995). Other studies have confirmed the finding 
that a history of personal trauma demonstrated little or no effect on the vicarious 
traumatization of therapists (Bober & Regehr, 2006; Way, VanDeusen, Martin, 
Applegate, &  Jandle, 2004; Young, 2000).    
 Therapy Experience 
 Pearlman and Saakvitne (1995a) also hypothesized that therapists with less 
experience in treating trauma survivors would develop more symptoms of vicarious 
trauma.  Results of the study conducted by Pearlman and Mac Ian (1995) indicated that 
therapists with a personal trauma history were more affected if they were new therapists 
(less than 2 years of experience) with more experienced therapists showing significantly 
less distress. In the area of experience, most studies have replicated the findings of 
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Pearlman and Mac Ian (1995), indicating that therapists with more years of experience 
reported fewer indicators of vicarious trauma (Bober & Regehr, 2006; Cunningham, 
1997; Sabin-Farrell & Turpin, 2003; Way et al., 2004). Additionally, Neman and Gamble 
(1995) posit that new therapists exposed to the explicit images of trauma who experience 
symptoms of vicarious trauma are often ashamed of their intense response.  However, 
Weaks (2000) found that neither degree nor the number of years of professional 
experience contributed to PTSD symptoms or disruptions in cognitive schemas.                                                                                                         
 Trauma-Specific Training                                                                                                   
 Pearlman and Saakvitne (1995a) stated “(w)ithout trauma-specific training, 
therapists have no framework for understanding their own experience” (p. 312). Yet 
many professional therapists indicate their academic training did not prepare them for 
working with trauma victims (Albert & Paulson, 1990, Pope & Feldman-Summers, 
1992). Albert and Paulson (1990) addressed the issue of graduate-level training in the 
area of childhood sexual abuse suggesting that training should be incorporated into 
graduate education. A study conducted by Pope and Feldman-Summers (1992), found 
that a majority of male and female counseling and clinical psychologists rated their 
graduate training in abuse issues, including child or adolescent sexual abuse, child or 
adolescent physical abuse, rape, and nonsexual violence, as “very poor” (p. 357). With 
little or no trauma-specific training, therapists may be more at risk for developing 
vicarious trauma. 
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Defense Style 
Defining Defenses                                                                                                              
 Defense mechanisms or styles are universally utilized by individuals as a way of 
coping with or adapting to external or internal conflicts. First conceptualized by Freud 
(1894/1962, 1896/1966), defense mechanisms were described as psychological 
processes that kept painful thoughts and affects out of awareness (Cramer, 2000). 
Elaborated and systemized by Anna Freud (1936/1946), defense mechanisms were 
theorized as functions to protect an individual from excessive anxiety, either from the 
perception of a disturbing external event or the presence of a disruptive internal 
psychological state. Although being described as “defensive” may be understood as a 
criticism to the lay public (McWilliams, 1994), defense mechanisms are not inevitably 
maladaptive. Contemporary psychoanalytic theories including self-psychology and 
object relations theory (Cooper, 1998; Fenichel, 1945) expanded the role of defense 
mechanisms as adaptive processes that help to maintain self-esteem and protect self-
organization (Cramer, 2000). Additionally, McWilliams (1994), states that when 
analysts discuss defense mechanisms “they do not necessarily assume that anything 
pathological is going on when defense is operating” (p. 97). Five important properties of 
defense mechanisms as identified by Freud and his daughter include: “(a) defenses as a 
major means of managing conflict and affect; (b) defenses are relatively unconscious; 
(c) defenses are discrete from one another; (d) although often the hallmarks of major 
psychiatric syndromes, defenses are reversible; and (e) defenses are adaptive as well as 
pathological” (Vaillant, 1994, p. 44).                                                                                 
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Hierarchy of Defenses                                                                                                     
 Defense mechanisms are considered to exist on a continuum or hierarchy, from 
immature or primary defenses to mature or higher order defenses. Primary defenses are 
theorized to emerge early in development while higher order defenses are processes that 
develop with maturation (Cramer, 1987, 1998; McWilliams, 1994; Vaillant, 1971). While 
immature defenses are considered normal or adaptive in childhood, they are considered 
maladaptive in adulthood (Cramer, 1998). The Defense Style Questionnaire (DSQ), an 
88-item self-report measure first developed by Bond, Gardner, Christian, & Sigal (1983) 
found in a factor analysis that defense styles clustered in four factors identified as 
“maladaptive patterns” (e.g., acting out, projection, passive aggression), through “image 
distortion” (e.g., splitting, omnipotence, devaluation,) and “self-sacrificing” (e.g., 
reaction formation, pseudoaltruism), to “adaptive” (e.g., humor, suppression, 
sublimation), (Bond, 1995, p. 263). A shorter, 40-item DSQ was developed by Andrews 
et al., (1993) identifying three levels of defenses; mature factor, intermediate or neurotic 
factor, and immature factor. The mature factor includes defenses such as sublimation, 
humor, anticipation, and suppression. The neurotic factor includes the defenses of 
undoing, pseudo-altruism, idealization, and reaction formation. The immature factor 
includes the defenses of projection, passive aggression, acting out, isolation, devaluation, 
autistic fantasy, denial, displacement, dissociation, splitting, rationalization, and 
somatization.                                                                                
 Emphasizing a traditional psychoanalytic perspective McWilliams (1994) 
described two levels of defense styles, those referred to as primitive or primary involving 
the boundary between the self and the outer world and secondary or higher order dealing 
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with internal boundaries. Primary defenses included primitive withdrawal, denial, 
omnipotent control, primitive idealization (and devaluation), projection, introjection, 
projective identification, splitting, and dissociation, and higher-order defenses included 
repression, regression, isolation, intellectualization, rationalization, moralization, 
compartmentalization, undoing, turning against the self, displacement, reaction 
formation, reversal, identification, acting out sexualization, and sublimation.  
 Currently, the Diagnostic and Statistical Manual, 4th edition, Text-Revision 
(DSM-IV-TR; American Psychiatric Association [APA], 2000) has included a 7 level 
Defensive Functioning Scale as a proposed diagnostic axis for further study. These 
developmental levels include the high adaptive level, described as “defensive functioning 
(that) results in adaptation in the handling of stressors” (DSM-IV-TR, 2000, p. 808) and 
includes defenses such as altruism, humor, self-assertion, and sublimation, through the 
lowest level of defensive dysregulation “characterized by failure of defensive regulation 
to contain the individual’s reaction to stressors, leading to pronounced break with 
objective reality” (p. 809), and includes defenses such as delusional projection, psychotic 
denial, and psychotic distortion.                                    
Trauma and Defense Style                                                                                              
 Although there is some theoretical disparity in the number of categorizations of 
defense mechanisms, there appears to be consensus regarding the idea that defense 
mechanisms exist in hierarchal form and can range from maladaptive to adaptive. 
Immature defense mechanisms have been shown to correlate with psychological 
problems (Kneepkens & Oakley, 1996, Punamaki, Kanninen, Quaota, & El-Sarraj, 2002), 
and life stress and external dangers can interfere with the use of mature defenses 
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(Punamaki et. al., 2002, Vaillant, 1971). Additionally, an association was found for those 
who have experienced trauma and a loss of mature defenses as opposed to the 
reappearance of immature defenses (Punamaki, 2002). For individuals diagnosed with 
Posttraumatic Stress Disorder (PTSD), the defense of reaction formation, identified by 
the DSQ as a neurotic defense, was employed significantly more often than those without 
PTSD (Birmes, et. al., 2000). A study by Romans, Martin, Morris, and Herbison (1999) 
found that when comparing to a control group, women reporting childhood sexual abuse 
showed more immature defense styles, and those with the most severe abuse showed the 
most immature defense styles (e.g., displacement, passive aggression, somatization, 
projection). “The authors suggest that poor coping skills (e.g., immature defenses) 
transform early sexual abuse into adult psychiatric disorders” (Bond, 2004, p. 270). Since 
defense mechanisms function as a method of keeping distressing thoughts and affects out 
of conscious awareness, and immature defenses are related to psychological problems 
(Kneepkens & Oakley, 1996, Romans, et. al., 1999), Punamaki et. al. (2002) suggests that 
mature defense mechanisms may act as a buffer to protect a victim’s psychological health 
in the event of trauma.                                                      
 Defense Style and Vicarious Trauma                                                                                 
 Herman (1997) states “trauma is contagious” (p. 140). According to Herman 
(1997) therapists can become emotionally overwhelmed by the role of bearing witness to 
trauma. Engagement with trauma victims thus poses risk to the therapist’s own 
psychological health. As a defense against feelings of helplessness, a therapist may 
assume the role of rescuer, or adopt an attitude of grandiose specialness or omnipotence, 
resulting in boundary violations. Additionally, defense styles that therapists may exhibit 
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are withdrawal, denial, or dissociation as a way of adapting or attempting to cope with 
the anxiety experienced when working with trauma victims (Herman, 1997). According 
to Pearlman and Saakvitne (1995a) “(W)hen distress prompts unconscious defenses such 
as  denial, projection, or dissociation the therapist loses opportunities to work through 
feelings, which sets the stage for symptom development” (p. 320). Exposure to the 
psychological distress of others can cause external or internal anxiety and lead to 
maladaptive defense styles in therapists.                                                                            
 Although there is a dearth of research on defense styles and vicarious trauma, 
Herman (1997) posits that mature coping abilities such as sublimation, altruism, and 
humor are essential for therapists working with trauma victims. Related research in 
adaptive coping styles has shown that therapists who engaged in coping strategies 
including active coping, emotional support, planning, instrumental support, and humor 
were associated with lower PTSD symptoms and less vicarious trauma (Schauben & 
Frazier, 1995)  In a study conducted by Young (1997) the absence of coping ability 
defined as “adaptive perception, cognition, emotion, and behavioral reactions” (p. 88) 
was found to be the variable most influential for development of vicarious traumatization 
in psychotherapists treating physically and sexually abused children. Therapists who used 
problem-focused coping strategies (i.e., concentrating on the next step needed in problem 
solving, formulating a plan of action and following it, actively trying to change 
something that was not going well, drawing on past experience for guidance, generating 
several solutions to problems) experienced fewer PTSD symptoms, fewer symptoms of 
intrusion and avoidance, and fewer disruptions in self-trust schemas (Weaks, 2000). 
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Therefore, using adaptive coping strategies to ameliorate the effects of vicarious trauma 
has been effective in most of the current research.     
Cultural Factors 
 To date there have been no studies conducted regarding the specific impact of 
vicarious trauma on therapists who identify as members of an ethnic minority group. 
Pearlman and Saakvitne (1995a) reason that a minority therapist may be more 
vulnerable to vicarious trauma because they “already live in a state of heightened 
vulnerability and because they are more likely to identify with marginalized and 
victimized groups” (p. 312).  All members of ethnic minority cultures in the United 
States have been affected to some extent by racism (Brown, 2008). Experiencing racism 
has been posited as trauma (Bryant-Davis, & Ocampo, 2006; Sanchez-Hucles, 1998; 
Sue, 2003), either directly or indirectly in the form of insidious trauma (Root, 1992), 
arising from “microaggressions” (Sue, 2003). Microagressions have been defined by 
Sue et. al., (2007), as “brief, everyday exchanges that send denigrating messages to 
people of color because they belong to a racial minority group” (p. 273). Insidiously 
traumatized individuals can develop symptoms of posttraumatic stress disorder due to 
the cumulative effects of microaggressions (Sue, 2003) despite a clear or obvious 
stressor (Root, 1992). Experiencing trauma influences perceptions of identity. Brown 
(2008) emphasized the role of trauma in shaping identity either as an early life 
experience, an adult experience or “an aspect of familial and/or cultural heritage of 
oppression, intergenerational or historical trauma” (p. 50). Historical, intergenerational, 
and transgenerational trauma may affect individuals through the experience of their 
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forebears, such as Jewish survivors of the Nazi Holocaust, African Americans, and 
Native Americans (Brown, 2008). Identity disruptions have been identified as a factor in 
the development of vicarious trauma (Pearlman & Saakvitne, 1995a). Due to the 
profound and sometimes unrecognized symptoms of vicarious trauma, identity 
disruptions can occur affecting the hidden wounds of insidious trauma or cultural 
experiences of trauma (Brown, 2008). For therapists who may have experienced trauma 
due to cultural heritage, working with trauma victims may introduce a unique set of 
challenges. 
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REVIEW OF STUDY BEING REPLICATED 
 Adams and Riggs (2008) conducted a study to explore vicarious trauma among 
therapist trainees in relation to previously identified factors influencing symptoms of 
vicarious trauma including a personal history of trauma, amount of clinical experience 
treating victims of trauma, the amount of trauma-specific training a clinician has 
received, and defense style. Another objective of the study was to explore the interaction 
between defense style of the trainee and the previously identified factors. Predictions 
based on existing theoretical and empirical research included: (a) higher levels of trauma 
symptoms would be significantly related to a personal history of trauma, less experience 
working with trauma victims, and lack of trauma-specific training; (b) mature or adaptive 
defense styles would be related to significantly lower levels of trauma symptoms; and (c) 
defense style would interact with personal history of trauma, amount of clinical 
experience treating victims of trauma, and the amount of trauma-specific training a 
clinician has received and influence the levels of vicarious trauma.  
Method 
Participants 
 Participants included 129 students in APA-accredited clinical and counseling 
psychology graduate programs at state universities in Texas. 83.7% of the participants 
were female and 85.3% were Caucasian. The participants ranged in age from 22 to 55 
years, with a mean of 31.21 (SD = 8.69). The participants included doctoral level students 
in counseling psychology (56), clinical psychology (33), and masters level students (33).  
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Instrumentation  
 Demographic Information and Experience Questionnaire 
 Background information was collected through an experience questionnaire 
developed for the study to obtain demographic information. Participants were also asked 
to specify whether they had substantial (e.g., multiple workshops, semester-long course, 
other extensive formal training), minimal (e.g., one workshop or seminar), or no trauma-
specific training. To assess the amount of experience working with trauma victims, the 
questionnaire asked about previous number of semesters spent working with trauma 
victims in the capacity of a therapist in practicum, internship, paid employment, or 
volunteer positions. A history of personal trauma was gathered by inquiring whether the 
student had been personally involved in a natural disaster, a witness or participant in 
combat, a victim of a violent crime, a victim of physical, sexual, or emotional abuse as a 
child, an adult victim of sexual assault or rape, involved in a physically abusive 
relationship, or witness to someone being seriously injured or killed. 
 Trauma Symptom Inventory 
 To assess for vicarious trauma, five subscales totaling 42 items of the Trauma 
Symptom Inventory (TSI; Briere, 1995, Briere, Elliott, Harris, & Corman, 1995) were 
selected. Items were rated on a four-point scale of frequency of occurrence over the past 
six months. The subscales chosen to assess vicarious trauma include: (a) Anxious arousal, 
to measure posttraumatic hyperarousal symptoms such as jumpiness and tension; (b) 
Intrusive Experiences, to measure re-experiencing symptoms such as flashbacks and 
nightmares; (c) Defensive Avoidance, to measure cognitive and behavioral avoidance 
strategies; (d) Dissociation, to measure dissociative experiences such as 
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depersonalization, derealization, and numbing; and (e) Impaired Self-Reference, to 
measure self-concept problems such as identity confusion and low self-esteem.  
 Defense Style Questionnaire 
 The Defense Style Questionnaire, (DSQ, Bond et.al., 1983; Bond & Wesley, 
1996) was used to assess defense style. The DSQ is an 88 item scored on a 9-point Likert 
Scale. The DSQ identifies a hierarchy of defense styles: (a) Maladaptive action pattern 
style comprised of the most immature defense mechanisms and suggests inability to deal 
with impulses by taking constructive action (e.g., withdrawal, acting-out, projection); (b) 
Image-distorting style includes defenses described as splitting the image of self and other 
into good and bad, strong and weak (e.g., splitting, primitive idealization, omnipotence 
with devaluation); (c) Self-sacrificing style reflects a need to perceive one’s self as being 
kind, helpful to others, and never angry (e.g., reaction formation, pseudoaltruism); and 
(d) Adaptive style associated with good coping (e.g., humor suppression, sublimation).  
Procedures 
 Adams and Riggs (2008) identified and recruited students in public state 
universities with doctoral psychology programs in clinical or counseling psychology, and 
if the university also offered masters programs they were included in the recruitment. 
Nine directors at four universities agreed to distribute questionnaire packets to students 
enrolled in a practicum or internship and included a recruitment letter, a description of 
the study, consent forms, an experience questionnaire, the Trauma Symptom Inventory, 
the Defense Style Questionnaire, and a stamped envelope to return the completed forms. 
The process of distributing the packets was negotiated with each program director, and a 
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follow-up call was placed to each director two weeks after the packets were sent to 
ensure distribution.  
Results 
Defense Style 
 Due to the small number of participants endorsing maladaptive and image-
distorting and defense styles, Adams and Riggs (2008) combined the two categories into 
one, with 7% of the participants reporting these defense styles. The majority of the 
participants reported self-sacrificing defense style (51.2%) and adaptive defense styles 
(41.8%). Combining the lower two defense styles into one was justified by research 
supporting the separation of defense styles into three categories by Andrews et. al. 
(1993). The three categories identified for the brief 40-item version of the DSQ (Andrew 
et. al., 1993) consisted of immature defenses, intermediate or neurotic defenses, and 
mature defenses.  
Demographic Analysis 
 Adams and Riggs (2008) examined associations between the study variables and 
the demographic variables. The variables of age, gender, ethnicity, and type of program 
were not associated with TSI scores. However, the authors found one exception. The 
intrusive experience scale of the TSI was significantly associated with ethnicity, with 
ethnic minority participants reporting lower levels of intrusive experience. Additionally, 
no associations were found between gender and the variables of history of personal 
trauma, experience level of trainee, or trauma-specific training.  
Hypothesis Testing 
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 The authors conducted three MANOVA’s to test the association of five trauma 
symptoms (i.e., anxious arousal, intrusive experience, defensive avoidance, dissociation, 
impaired self-reference), with three defense styles (i.e., maladaptive/image-distorting, 
self-sacrificing, adaptive),  and the history of personal trauma, experience level of trainee, 
or trauma-specific training. Significant main effects were found for defense style but 
nonsignificant effects were found for a history of personal trauma. Further testing 
revealed that defense style was significant for all the trauma scales, indicating that the 
self-sacrificing style was associated with significantly higher scores than the adaptive 
style on all five trauma scales. The maladaptive/image distorting style was associated 
with significantly higher scores than the adaptive style on impaired self-reference, and 
higher scores than both adaptive and self-sacrificing styles on dissociation. The 
interaction of defense style and personal trauma was significant for intrusive experience 
and defensive avoidance and approached significance for anxious arousal. Participants 
with a self-sacrificing defense style and a history of personal trauma reported higher 
levels of symptoms than participants with a self-sacrificing defense style without a 
history of personal trauma. Conversely, participants with a maladaptive/image-distorting 
defense style with a personal history of trauma reported fewer symptoms than 
participants with maladaptive/image-distorting defense style without a personal history of 
trauma.  
 Significant main effects were also found for defense style and applied experience, 
as well as a significant interaction. Defense style was found to be significant for the 
trauma scales of defensive avoidance, dissociation, and impaired self-reference but not 
for anxious arousal or intrusive experience. Experience level was found to be significant 
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for the trauma scale of impaired self-reference. The authors found that participants with 
maladaptive/image-distorting style and two or fewer semesters of applied experience 
reported significantly higher levels of dissociation compared to participants with 
maladaptive/image-distorting style with three or more semesters of applied experience. 
No difference was found between participants with a self-sacrificing defense style or 
adaptive defense style and applied experience.  
 Additionally, significant main effects were found for defense style and formal 
trauma-specific training, but a nonsignificant interaction. Defense style was significant 
for the trauma scales of intrusive experience, defensive avoidance, and impaired self-
reference. Follow-up tests for formal trauma-specific training did not produce significant 
levels for any of the trauma scales. However, participants with substantial trauma-
specific training reported lower levels of dissociation and impaired self-reference than 
those with minimal or no training.  
Implications 
Defense Style 
 The authors suggest that the low number of trainees reporting immature defense 
styles may be due to fewer individuals with immature defense styles being attracted to 
graduate programs in counseling and clinical psychology. The authors also posit that 
experiences in graduate school or personal therapy may increase self-awareness 
contributing to the development of more adaptive defense styles. The trainees with the 
most adaptive defense style reported the lowest level of the five vicarious trauma 
symptoms. Over half of the trainees reported a self-sacrificing defense style which was 
associated with significantly higher levels of vicarious trauma symptoms. The authors 
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suggest that individuals with self-sacrificing defense styles are highly motivated to help 
others, that graduate programs may attract these individuals, and that they may be 
particularly vulnerable to vicarious trauma.  
Personal History of Trauma 
 The authors found that approximately one-third of the trainees reported a history 
of previous trauma. Previous research has been inconsistent regarding the significance of 
a personal trauma history and the development of vicarious trauma. It is suggested that 
variations in defense style may impact the association between vicarious trauma and a 
personal trauma history. For trainees with a history of personal trauma an adaptive 
defense style served as a protective factor against trauma symptoms, those with a self-
sacrificing style were at an increased risk for intrusive experience, defensive avoidance, 
and possibly anxious arousal.  
Training Factors: Experience Level and Trauma-Specific Training 
 Previous research suggests that inexperienced therapists may be more at risk for 
developing vicarious trauma. Adams and Riggs (2008) confirmed this finding by their 
study. Trainees with two or fewer semesters of experience working with trauma victims 
reported higher levels of impaired self-reference that those with more semesters of 
experience.  
 The authors also found that no prior trauma-specific training was associated with 
more trauma symptoms in trainees, although univariate tests were nonsignificant. These 
findings indicate that lack of formal training is associated with the symptoms of vicarious 
trauma, independent of defense style. No differences were found between trainees with 
minimal or no trauma-specific training.  
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PURPOSE OF THE CURRENT STUDY 
 The current study is being conducted as a follow-up study to explore the 
correlates of vicarious trauma among licensed clinical and counseling psychologists. The 
original study (Adams & Riggs, 2008) examined factors contributing to vicarious trauma 
among graduate student trainees. The first purpose of the current study is to investigate 
the relationship between vicarious trauma and the factors that have previously been 
identified as contributing to the development of vicarious trauma including a personal 
history of trauma, the amount of clinical experience treating victims of trauma, and the 
amount of trauma-specific training a clinician has received. The second purpose is to 
examine the relationship between defense style (e.g., maladaptive/image-distorting, self-
sacrificing, adaptive) of the clinician and the development of vicarious trauma. In 
addition, an interaction between the previously identified factors and defense style will be 
investigated. A third purpose of the current study is to explore how cultural differences 
may impact vicarious trauma symptoms in clinicians.  
Hypotheses 
 The current study is an exploration of the factors contributing to the development 
of vicarious trauma among licensed, practicing clinical and counseling therapists. The 
findings of the Adams and Riggs (2008) study are expected to be confirmed.  
Specifically, it is expected that:  
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(H1)  A higher level of symptoms of vicarious trauma in licensed clinical and 
counseling therapists will be associated with a history of personal trauma, limited 
experience working with trauma victims, or lack formal trauma-specific training. 
(H2) Licensed clinical and counseling therapists who utilize adaptive defense 
styles will have significantly lower levels of vicarious trauma symptoms than 
those using self-sacrificing or maladaptive/image-distorting styles. 
(H3) Defense style will interact with history of personal trauma, limited 
experience working with trauma victims, or lack of formal trauma-specific 
training.  
In addition, despite the findings of Adams and Riggs (2008) that ethnic minority students 
demonstrated lower levels of intrusive symptoms, the literature posits that ethnic 
minorities may experience cumulative effects of trauma.  Therefore, a final hypothesis 
unique to this study is added:  
(H4) Due to the research on the possible effects of insidious and other forms of 
trauma embedded in cultural identities and experience, it is expected that 
clinicians who identify as belonging to an ethnic minority group will have higher 
levels of vicarious trauma.   
 
 
 
 
 
 
 29 
 
 
 
METHOD 
Participants 
 Doctoral and master’s level licensed and practicing clinical and counseling 
psychologists were recruited electronically to participate in the study. 102 clinicians 
responded and were sent the packet of assessment materials. 83 packets were  returned 
yielding a response rate of 81.37%. Of the 83 returned 6 were excluded due to missing 
data (4) or lack of licensure (2), decreasing the  rate of usable data to 75.49%. Of the 
remaining 77 participants 83.1% were female and 16.9% were male, 92.2% were 
Caucasian, 5.2% were Bi-racial/Multi-racial,1.3% were African American, and 1.3% 
were Asian American/Pacific Islander. Ages of participants ranged from 27 years to 81 
years with a mean of 44.23 years, (SD 12.14), median of 42, and mode of 30. Doctoral 
level licensed clinicians comprised 61% of the participants (n= 47) and masters level 
licensed clinicians comprised 39% of the participants (n = 30).    
Instrumentation 
 The assessment measures used in the current study include; (a) Experience 
Questionnaire (including demographic information); (b) Trauma and Belief Scale (five 
subscales); (c) Defense Style Questionnaire.  
Demographic Information and Experience Questionnaire 
 Background information was  collected through an experience questionnaire to 
obtain demographic information including age, gender, ethnic group, and degree. 
Participants were  asked to specify whether they had substantial (e.g., multiple 
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workshops, semester-long course, other extensive formal training), minimal (e.g., one or 
two workshops or seminars), or no trauma-specific training. To assess the amount of 
experience working with trauma victims, the questionnaire  inquired about previous 
number of years spent working with trauma victims in the capacity of a therapist in 
practicum, internship, paid employment, or volunteer positions. The categories included; 
0-5 years, 6-10 years, 11-15 years, 16-20 years, and over 20 years. A history of personal 
trauma was  gathered by inquiring whether the therapist had been personally involved in 
a natural disaster, a witness or participant in combat, a victim of a violent crime, a victim 
of physical, sexual, or emotional abuse, or witness to someone being seriously injured or 
killed or other before the age of 18, or been personally involved in a natural disaster, a 
witness or participant in combat, a victim of a violent crime, a victim of sexual assault or 
rape, involved in a involved in a physically abusive relationship, or witness to someone 
being seriously injured or killed as an adult. Participants were invited to check all that 
applied, and the four categories for assessing a personal history of trauma became; none, 
as a child, as an adult, or both.  
Trauma and Attachment Belief Scale 
Although the original study used the Trauma Symptom Inventory (TSI; Briere, 
1995, Briere, Elliott, Harris, & Corman, 1995), for the current study the 84-item Trauma 
and Attachment Belief Scale (TABS, Pearlman, 2003), was used to assess vicarious 
traumatization of the clinician. The TABS measures beliefs related to five need areas that 
are sensitive to the effects of traumatic experience, a higher score indicates greater 
disruptions in the five need areas and, therefore, higher levels of vicarious traumatization. 
The self-report measure is scored on a 6-point Likert scale format. The need areas of self 
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and other assessed are safety, trust, esteem, intimacy, and control. Thus, the TABS yields 
10 subscale scores and a total score. For the purposes of the current study, only the five 
subscales associated with areas of self needs were utilized. Pearlman (2003), reported an 
internal consistency estimate of .96 and test-retest correlation of .75 with the Traumatic 
Stress Institute (TSI) Belief Scale-L (Revision L, Pearlman, 1996). Construct validity 
with the Trauma Symptom Inventory (TSI; Briere, 1995) was found with subscale 
correlations ranging from .34 to .67. Criterion validity is suggested by the difference in 
mean scores between groups, (i.e., outpatients without history of abuse, outpatients with 
history of abuse). 
Defense Style Questionnaire 
 Adams and Riggs used the original Defense Style Questionnaire (DSQ, Bond et. 
al. 1983) to assess defense style. The current study utilized the shorter 40-item DSQ, 
(Andrews et. al., 1993) a revision of the original DSQ. The self-report measure is scored 
on a 9-point Likert Scale. There are two items per defense style characteristic, organized 
into a three subscale hierarchy of defense styles, including immature, neurotic, and 
mature. These subscale labels are used interchangeably with the adaptive, self-sacrificing, 
and maladaptive (respectively) labels used by Adams and Riggs (2008). The 
immature/maladaptive defense style consists of rationalization, autistic fantasy, 
displacement, isolation, dissociation, devaluation, splitting, denial, passive-aggression, 
somatization, acting out, and projection. There are four neurotic/self-sacrificing defense 
styles including reaction formation, idealization, pseudo-altruism, and undoing. The 
mature/adaptive defense styles are listed as humor, suppression, sublimation, and 
anticipation. Participants self-rated DSQ items such as: “I am able to find good reasons 
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for everything I do; People tend to mistreat me; I’m often told I don’t show my feelings,” 
and ratings will be calculated by averaging the responses.  
 Andrews et. al. (1993) reported correlations among the mature, neurotic and 
immature styles of .97, .93, and .95 respectively, between the subscales of the 40-item 
and the 72-item DSQ. Internal consistency rates for 40-item and 72- item DSQ 
respectively were .80 and .89 immature style, .58 and .72 on the neurotic style, and .68 
and .59 on the mature style. Test-retest correlations were uniformly high across the 72 
and 40-item forms (Andrews et, al., 1993).  
Procedures 
 Participants were recruited through an online invitation to participate, using the 
Oregon Psychological Association listserv, a university alumni association, and training 
sites including community mental health centers, university counseling centers, hospitals, 
and correctional facilities in 46 states. The initial invitation explained the purpose of the 
study and identified the principle investigators as affiliated with Pacific University, 
School of Professional Psychology. The participants were instructed to email the 
principle investigator a mailing address for sending assessment materials. The packet sent 
to participants included a letter of instruction, two copies of an informed consent (one to 
return after signing, one for the participant to keep), the Experience Questionnaire, the 
Trauma and Belief Scale, the Defense Style Questionnaire, and a self-addressed, stamped 
envelope addressed to the faculty advisor for returning the materials. Once the packets 
were received by the faculty advisor the informed consent was removed from the packet 
to protect participant confidentiality.  
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RESULTS 
Descriptive Data and Analyses 
  A history of personal trauma was reported by 70.1% of the participants, with 
24.7% (n = 19) reporting experiencing trauma as a child, 19.5% (n = 15) as an adult, and 
26% (n = 20) as both a child and adult. A majority of the participants endorsed having 
had substantial trauma specific training (59.7%, n = 46). Due to the low count of 
participants endorsing no training (n = 4), the categories of minimal and none were 
collapsed into one category resulting in 40.3% (n = 31) of participants endorsing this 
category. The number of years working with trauma victims ranged from 0-5 years (n = 
13) to over 20 years (n = 18), with a mean score of 11-15 years (n = 12), and a mode of  
6-10 years (n = 22). 
 Participant scores on each of the Trauma and Belief Scale (TABS) subscales fell 
into 7 categories including; Extremely Low (very little disruption), Very Low, Low 
Average, Average, High Average, Very High, and Extremely High (substantial 
disruption). Mean scores for each of the subscales fell into the Average category; Self-
Safety (M = 45.18), Self-Trust (M = 45.61), Self-Esteem (M = 47.88), Self-Intimacy (M = 
45.77), and Self-Control (M = 49.10). Scores in the Very High and Extremely High range 
indicate disruption in those areas (Pearlman, 2003). Participant scores on each of the 
subscales fell into the Very High and Extremely High range relatively infrequently, with 
Self-Safety at 11.7% (n = 9), Self-Trust at 5.2% (n = 4), Self-Esteem at 7.8% (n = 6), 
Self-intimacy at 7.8% (n = 6), and Self-control at 14.3% (n = 11).  
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The results of the Defense Style Questionnaire (DSQ) indicated that 75 of the 77 
participants (97.4%) utilized mature or adaptive defense styles including humor, 
suppression, sublimation, and anticipation. Therefore, the DSQ results were determined 
to be inadequate to support using the data for further statistical analysis. The hypothesis 
that clinicians who utilize adaptive defense styles would have significantly lower levels 
of vicarious trauma symptoms could not tested. Additionally, the hypothesis that defense 
style would interact with a history of personal trauma, limited experience working with 
trauma victims, or lack of trauma-specific training, could not be tested.  
Preliminary analyses were conducted on demographic variables to determine the 
significance on the TABS subscales. No significant differences were found between the 
association of ethnicity and the TABS subscales. However, due to the overwhelming 
majority of participants who identified as Caucasian (i.e., 92.2%), the hypothesis that 
clinicians who identify as belonging to an ethnic minority group would have higher levels 
of vicarious trauma may not be accurately reflected by these results. No significant 
differences were found between the association of age and type of degree and the TABS 
subscales. However, although the multivariate analyses for gender was found to be 
insignificant, the univariate analysis for the TABS Self-Esteem subscale was significant 
F(1,77) = 6.047,  p = .016, with men participants reporting higher levels of disruption 
than women. However, in both genders the mean scores fell within the Average category 
(Men, M=52.38, Women, M=46.97). While this result indicates statistical significance, 
the scores do not designate clinical disruption in the area of Self-Esteem. 
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Pre-Screening Data Analysis 
Pre-screening data analysis was conducted to identify data accuracy, missing data, 
and outliers.  No multivariate outliers were found.  Two univariate outliers were found 
and the analyses were run twice, with the outliers and with the outliers transformed. No 
significant differences were found in the test results  
Prior to conducting the data analysis, the MANOVA assumptions were evaluated 
to ensure the analysis would be valid. The multivariate assumption of independence was 
met through the study design. The multivariate assumptions of normality, linearity, and 
homoscedasticity were met. The ANOVA assumptions of normality and linearity were 
also met. The ANOVA assumption of homoscedasticity was found to be significant for 
all except for the dependent variable of Self-Control.  Although a violation of 
homoscedasticity is not fatal to the analysis (Mertler & Vannatta,, 2005), additional F –
Max tests were conducted verifying homogeneity of variances (Merlatta & Vannatta, 
2005).  
Hypothesis Testing 
A three-way MANOVA was conducted to test the association of the five trauma 
subscales: Self-Safety, Self-Trust, Self-Esteem, Self-Intimacy, and Self-Control, with the 
predicted factors of influence:  history of personal trauma, trauma specific training, or 
work experience. This was conducted to test the hypothesis that a higher level of 
symptoms of vicarious trauma would be associated with a history of personal trauma, 
limited experience working with trauma victims, or lack of formal trauma-specific 
training (H1). No main effects or interaction effects were found. Table 1 shows the 
results of the MANOVA. ANOVA tests were then conducted to test the association of the 
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predicted factors of influence and the five trauma subscales separately. No significant 
differences were found. Table 2 shows the results of the ANOVA  tests. The descriptive 
statistics with means, standard deviations, confidence intervals, and sample sizes can be 
found in the Appendix. Because of the low numbers of participants in each cell 
MANOVA descriptive statistics will not be included to protect participant confidentiality, 
but will include the ANOVA descriptive statistics.  
As previously reported, the hypotheses that licensed clinical and counseling 
therapists who utilize adaptive defense styles would have significantly lower levels of 
vicarious trauma symptoms (H2) and that defense style would interact with a history of 
personal trauma, limited experience working with trauma victims, or lack of formal 
trauma-specific training (H3) could not be analyzed due to the overwhelming majority of 
participants utilizing adaptive defense styles.  
Additionally, the hypothesis (H4) that clinicians who identify as belonging to an 
ethnic minority would have higher levels of vicarious trauma was not found to be 
significant, F (15,919) = 1.28,  p = .218.  
 
Table 1 
MANOVA of factors of influence (work experience, personal history of trauma and trauma 
specific training) on TABS self psychological needs (safety, trust, esteem, intimacy, and control). 
     Wilk’s Lamba   F df   Sig     Partial ²       Observed  
          Power 
Work           .667          .847     20,130 .653         .096         .506 
 Experience 
Personal History         .713          .941     15,108 .522         .107          .533 
of Trauma 
Trauma Specific                    .953          .386       5,39       .855        .047          .138           
 Training 
Work Experience/        .246         1.085    60,186     .335        .245          .968 
Personal History of 
Trauma 
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Table 1(con’t) 
MANOVA of factors of influence (work experience, personal history of trauma and trauma 
specific training) on TABS self psychological needs (safety, trust, esteem, intimacy, and control). 
     Wilk’s Lamba   F df   Sig     Partial ²       Observed  
          Power 
 
Work Experience/       .736          .629      20, 130   .885        .074           .369 
Trauma Specific 
Training 
Personal History of        .667        1.038      15, 108      .333        .126           .637       
Trauma/ Trauma  
Specific Training  
Work Experience/       .469        1.097     30, 158       .347       .140                       .756         
Personal History  of 
Trauma/Trauma Specific 
Training 
*Computed using alpha =.05 
 
 
Table 2 
 
ANOVA results of factors of influence (work experience, personal history of trauma, and trauma 
specific training) on TABS self psychological needs (safety, trust, esteem, intimacy, and control).  
 
  df       Mean               
    square F Sig Partial ² 
Observed 
Power 
Work Experience       
          Self-Safety 4,33        22.189   .145 .964 .013 .077 
          Self-Trust 4,33        16.327   .139 .967 .013 .076 
          Self-Esteem 4,33        93.016 1.871 .133 .148 .520 
          Self-Intimacy 4,33      108.840 1.191 .328 .100 .341 
          Self-Control  4,33 101.248   .970 .434 .083 .281 
Personal Trauma History       
          Self-Safety 3,33      149.554   .979 .411 .064 .248 
          Self-Trust 3,33        51.245   .437 .728 .030 .130 
          Self-Esteem 3,33        39.823   .801 .500 .053 .208 
          Self-Intimacy 3,33      203.209 2.224 .099 .134 .525 
          Self-Control 3,33        57.977   .556 .647 .037 .155 
Trauma Specific Training       
          Self-Safety 1,33          7.457 .049 .826 .001 .055 
          Self-Trust 1,33        54.488 .465 .499 .011 .102 
          Self-Esteem 1,33          7.208 .145 .705 .003 .066 
          Self-Intimacy 1,33        72.205 .790 .379 .018 .140 
          Self-Control 1,33        15.961 .153 .698 .004 .067 
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Table 2 (con’t) 
 
  df       Mean               
    square     F Sig Partial ² 
Observed 
Power 
 
Work Experience* Personal 
Trauma History  
  
   
          Self-Safety 12,33        74.980   .491 .909 .120 .233 
          Self-Trust 12,33      101.438  .865 .587 .194 .418 
          Self-Esteem 12,33        80.380 1.617 .123 .311 .741 
          Self-Intimacy 12,33      173.153 1.895 .063 .346 .822 
          Self-Control 12,33      152.785 1.464 .176 .290 .687 
Work Experience*Trauma-
Specific Training 
 
  
   
          Self-Safety 4,33      109.372 .716 .586 .062 .212 
          Self-Trust 4,33        45.987 .392 .813 .035 .131 
          Self-Esteem 4,33        53.636 1.079 .379 .091 .310 
          Self-Intimacy 4,33      105.435 1.154 .344 .097 .331 
          Self-Control 4,33      145.983 1.399 .250 .115 .398 
Personal Trauma 
History*Trauma-Specific 
Training  
  
   
          Self-Safety 3,33        20.309 .133 .940 .009 .072 
          Self-Trust 3,33        50.688 .432 .731 .029 .129 
          Self-Esteem 3,33        29.152 .586 .627 .039 .161 
          Self-Intimacy 3,33        80.167 .877 .460 .058 .225 
          Self-Control 3,33        77.166 .740 .534 .049 .195 
Work Experience*Personal 
Trauma History*Trauma 
Specific-Training  
  
   
          Self-Safety 6,33       130.968 .858 .534 .107 .301 
          Self-Trust 6,33         88.134 .751 .612 .095 .264 
          Self-Esteem 6,33         79.427 1.598 .171 .182 .550 
          Self-Intimacy 6,33       135.335 1.481 .207 .171 .513 
          Self-Control 6,33       123.445 1.183 .333 .142 .414 
*Computed using alpha =.05 
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DISCUSSION 
Summary 
Despite the results of the Adams and Riggs (2008) study, the hypothesis (H1) that 
a higher level of vicarious trauma in licensed clinical and counseling therapists with a 
history of personal trauma, limited experience working with trauma victims, or lack of 
formal trauma-specific training was not supported by the results of the current study. This 
suggests that licensed clinicians in comparison to those in training are less susceptible to 
the development of vicarious trauma. There may be several reasons for this outcome. 
First, those who develop symptoms of vicarious trauma during training may develop 
effective coping strategies to alleviate the symptoms. Studies conducted on protective 
factors that inhibit the development or ameliorate symptoms of vicarious trauma such as 
supportive supervision and self-care have found that clinicians who recognize personal 
signs and symptoms of vicarious trauma can employ techniques that limit the deleterious 
impact of working with trauma victims (Iliffe & Steed, 2000; Neuman & Gamble, 1995; 
Pearlman & Saakvitne, 1995a). Second, those in training who are experiencing signs or 
symptoms of vicarious trauma due to working with trauma victims may choose to pursue 
clinical work that does not involve working with trauma survivors. Graduate students 
who are susceptible to the symptoms of vicarious trauma may in a sense “self-select” 
themselves into areas such as academics, organizational/industrial psychology, or private 
practice or organizations and institutions that focus on conducting psychological 
assessments which are less likely to include work with trauma victims. Third, the nature 
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of being a trainee is inherently a developmental process. It can be assumed that licensed 
clinicians have reached a higher level of professional development and are more familiar 
with the expectations and limitations of working with a clinical population, and therefore 
are better able to cope with the demands.  
The hypothesis (H2) that licensed clinical and counseling therapists who utilize 
mature defense styles will have significantly lower levels of vicarious trauma symptoms 
than those using neurotic or immature defense styles was not supported due to the 
prevailing participant response of mature defense styles. Again, the results of the current 
study did not replicate the results of the study whose participants were trainees. 
Overwhelmingly, licensed clinicians reported using defense styles that were mature. This 
is good news for clinicians, as mature defense styles serve as adaptive processes that help 
to maintain self-esteem and protect self-organization (Cramer, 2000). Similar to what has 
been previously suggested, through the developmental process of trainee to licensed 
clinician, more mature defense styles may replace neurotic/self-sacrificing or immature 
defense styles through increased self-awareness and experience. 
The hypothesis (H3) that defense style would interact with a history of personal 
trauma, limited experience working with trauma victims, or lack of formal trauma-
specific training was not supported by the analysis. Again, this hypothesis was based on 
the results of the study with trainees. The results did not match the previous study for 
reasons previously stated. Additionally, the hypothesis (H4) that clinicians who identify 
as belonging to an ethnic minority group will have higher levels of vicarious trauma was 
not supported by the analysis. Out of the 77 participants, one identified as African 
American, two as Asian/American or Pacific Islander, and four as Bi-racial or Multi-
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racial. This likely contributed to the lack of significant differences in levels of vicarious 
trauma due to ethnic identity.  This finding may reflect limits of the  recruitment method 
utilized for this study. A pool of participants who identify as belonging to an ethnic 
minority group was not specifically targeted.  
Additional Comparisons Between Studies 
 Demographic Variables 
 In the Adams and Riggs (2008) study, participant age ranged from 22 to 55 years, 
with a mean of 31.21 years. The participant age range in the current study ranged from 27 
to 81 years, with a mean of 44.23 years. This difference likely contributed to the 
difference in defense style outcomes. Studies conducted on coping strategies and defense 
styles have concluded that a substantial percentage of adults utilize more adaptive 
methods as they move through adulthood (Diehl, Coyle, & Labouvie-Vief, 1996; Vailant, 
1977, 1993). In the Adams and Riggs (2008) study, 83.7% were female and 85.3% were 
Caucasian. In the current study, similar percentages were found; 83.1% were female and 
92.2% were Caucasian. Similar demographics were found in regards to level of degree, 
either seeking or obtained. Among the trainee participants in the Adams and Riggs (2008) 
study, doctoral students comprised 69% of the participants, and masters level students 
31%. In the current study doctoral level licensed clinicians comprised 61% of the 
participants and masters level licensed clinicians comprised 39% of the participants.  
 Assessment Measures 
 Utilizing different assessment measures to assess for vicarious trauma may have 
contributed to the differences in results. The Adams and Riggs (2008) study used 5 
subscales on the TSI to assess for symptoms of vicarious trauma; Anxious Arousal, 
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Intrusive Experiences, Defensive Avoidance, Dissociation, and Impaired Self-Reference. 
In the current study, the 5 subscales relating to self psychological needs in the TABS 
were used to evaluate vicarious trauma symptoms. Although correlations between the 
subscales range between .34 and .67, the constructs of the subscales are not identical. 
Additionally, for the DSQ, the Adams and Riggs (2008) study used the original version, 
and the current study used the abbreviated 40-item version. Again, while the two 
measures are highly correlated (Andrews et. al., 1993), the difference in the measures 
may have contributed to the discrepant results between studies.  
Comparisons With Previous Studies 
Consistent with the results of previous studies, the current study failed to find that 
a  history of personal trauma (Bober & Regehr, 2006; Way, VanDeusen, Martin, 
Applegate, & Jandle, 2004) or lack of work experience (Weaks, 2000) contribute to the 
development of vicarious trauma. There may be several reasons for this finding. The 
extensive research on vicarious trauma and the possible deleterious effects on those 
working with trauma victims may have resulted in increased awareness and  knowledge 
among mental health professionals regarding the signs and symptoms of vicarious 
trauma. This may suggest that recognizing the signs and symptoms, utilizing coping 
strategies and self-care techniques, and being supported by supervisors and colleagues 
can influence the development of vicarious trauma. A dearth of research has been done 
on the influence of trauma specific training and the development of vicarious trauma on 
mental health professionals. The current study suggests that even minimal training may 
help to prevent the harmful consequences of vicarious trauma.  
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Although the results of the current study contradict previous findings (Bober & 
Regehr, 2006; Cunningham, 1999; McCann & Pearlman, 1990; Pearlman & Mac Ian, 
1995; Pearlman & Saakvitne, 1995a; Sabin-Farrell & Turpin, 2003; Way et al., 2004; 
Weaks, 2004) the potential detrimental consequences of working with victims of trauma 
has been well validated. The current study may serve as an indication that awareness 
about vicarious trauma and the potential risks have influenced practicing clinicians in a 
significant way. What may have once been regarded as psychopathology in clinicians 
may now be thought of as a normal reaction to the experience of bearing witness to the 
pain of others.  Reactions that may have previously induced shame and been hidden from 
supervisors or employers may now be openly addressed and resolved.    
Limitations 
There were many limitations to the current study. Recruitment was challenging 
due to relying on the discretion of training directors of APPIC training sites to distribute 
the electronic request to participate to qualifying clinicians for the majority of 
participants. The resulting sample size was small, and may have been insufficient to 
detect significant differences among groups of practicing clinicians. Due to the specificity 
of the categories, no greater than 7 participants fell into any one category.  For example, 
clinicians with 6-10 years of work experience, who experienced trauma in childhood, and 
have had minimal to no trauma specific training, totaled 5 participants.  Participation was 
limited by the self-selection process. Clinicians who chose to participate may be those 
who are coping well with the demands of clinical work. Conversely, clinicians 
experiencing distress due to clinical work may have been averse to participating in this 
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type of research. Additionally, clinicians who specialize in trauma were not targeted, so 
the number of trauma victims on a participant’s caseload may have been very low.  
Future Directions 
 Additional research is needed to assess factors influencing the development of 
vicarious trauma in clinicians. Neither a history of personal trauma, the amount of 
trauma-specific training, work experience, or defense style significantly impacted the 
development of vicarious trauma in licensed clinicians in the current study. Future studies 
with a similar population could be more accurately assessed by using larger sample size. 
Additionally, there were not a sufficient number of ethnically diverse participants to 
evaluate how ethnicity may impact the development of vicarious trauma. Future studies 
could focus more efforts on recruiting ethnically diverse clinicians.  
Work environments may be an additional area of focus to study. Having a 
supportive work environment may help ameliorate the potential detrimental impact of 
working with trauma victims. Factors that contribute to a supportive work environment 
may include having administrators who value self-care and encourage clinicians to take 
breaks regularly, to consult with each other or supervisors about the challenging aspects 
of trauma work, and to limit caseloads.  
Coping strategies have been studied as a factor of influence in the development of 
vicarious trauma with promising results (Daneli, 1994; Illife & Steed, 2000; Neuman & 
Gamble, 1995; Saakvitne, 2002). In a recent qualitative study conducted by Harrison and 
Westwood (2009), master therapists who work with seriously traumatized clients were 
asked to identify how they manage to maintain personal and professional well-being. The 
results indicated several protective practices that may ameliorate the symptoms of 
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vicarious trauma including: countering isolation, developing mindful self-awareness, 
consciously expanding perspective to embrace complexity, active optimism, holistic self-
care, maintaining clear boundaries, exquisite empathy (i.e. “the ability to establish a deep, 
intimate, therapeutic alliance based on presence, heartfelt concern, and love,” p.12), 
professional satisfaction, and creating meaning. Future research on coping strategies that 
mitigate the harmful effects of working with trauma victims is warranted.  
 Research on different populations may also yield significant results. Hospital 
employees, emergency medical technicians, firefighters, police officers, and those who 
volunteer at domestic violence or homeless shelters are at risk for developing vicarious 
trauma due to exposure to trauma victims. Defense style may be a significant factor of 
influence for those who do not have graduate training in psychology.  
 Conclusion 
 Working with trauma victims can have a harmful impact on those in positions to 
offer treatment. Working with those who have experienced trauma can also be gratifying 
and meaningful work, and the rewards can be invaluable. Clinicians must be aware of the 
impact and monitor their reactions and responses in order cope with the demands of being 
empathically engaged and bearing witness to the pain of others. The implications of this 
study seem to suggest that licensed clinicians who provide treatment to those who have 
experienced trauma, in contrast to those in training, are at less risk of developing 
vicarious trauma. It can be posited that for clinicians, whether there is a history of 
personal trauma, variations in the amount of work experience, or the quantity of trauma-
specific training received, it is likely that the development of more mature and adaptive 
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defense styles can lead to the ability to cope with the demands of this courageous and 
difficult work.  
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Appendix 
 
ANOVA Descriptive Statistics : Work experience, Personal History of Trauma, and 
Trauma Specific Training on TABS self psychological needs (safety, trust, esteem, 
intimacy, and control).  
 
 
Mean Confidence Intervals      SD N 
Work Experience     
         
Self-Safety 
    
      0-5  years 45.0769 39.4003, 50.7535   9.39381 13 
      6-10 years 44.9545 39.5650, 50.3441 12.15565 22 
     11-15 years 47.2500 39.3275, 55.1725 12.46905 12 
     16-20 years 45.3333 38.5422, 52.1244 10.74557 12 
     Over 20 years 44.0556 38.7119, 49.3992 10.74557 18 
Self-Trust 
    
      0-5  years 44.4615 37.8897, 51.0333 10.87517 13 
      6-10 years 46.0455 41.0172, 51.0737 11.34094  22 
     11-15 years 46.3333 40.9534, 51.7133   8.46741 12 
     16-20 years 47.0833 40.4945, 53.6721 10.37005 12 
     Over 20 years 44.4444 39.9148, 48.9741   9.10864 18 
Self-Esteem     
      0-5  years 46.9231 42.8584, 50.9878   6.72634 13 
      6-10 years 45.0000 41.3056, 48.6944   8.33238 22 
     11-15 years 51.1667 45.3761, 56.9573   9.11376 12 
     16-20 years 49.9167 46.2471, 53.5862   5.77547 12 
     Over 20 years 48.5556 45.6398, 51.4713   5.86337 18 
Self-Intimacy     
      0-5  years 47.4615 39.8432, 550799 12.60698 13 
      6-10 years 46.0455 42.4370, 49.6539   8.13855 22 
     11-15 years 49.3333 40.7946, 57.8721 13.43898 12 
     16-20 years 43.4167 39.4399, 47.3934   6.25893 12 
     Over 20 years 43.3889 38.4715, 48.3063   9.88843 18 
Self-Control     
      0-5  years 49.4615 42.5600, 56.3631 11.42085 13 
      6-10 years 48.2273 43.9990, 52.4555   9.53656 22 
     11-15 years 51.3333 42.9595, 59.7071 13.17941 12 
     16-20 years 47.4167 41.9212, 52.9122   8.64931 12 
     Over 20 years 49.5556 45.0517, 54.0594   9.05683 18 
     
Personal Trauma History     
Self-Safety     
     None 42.2174 38.2073, 46.2275   9.27341 23 
     As a child 47.7368 41.3490, 54.1247 13.25327 19 
     As an adult 45.2000 38.9937, 51.4063 11.20714 15 
     Both child and adult  46.1500 41.3356, 50.9644 10.28681 20 
Self-Trust     
     None 44.7826 41.1671, 48.3981   8.36093 23 
     As a child 47.7895 41.5680, 54.0110 12.90813 19 
     As an adult 44.2667 38.7310, 49.8024   9.99619 15 
     Both child and adult  45.5000 41.3264, 49.6736   8.91775 20 
Self-Esteem     
     None 48.4348 45.6725, 51.1970   6.38767 23 
     As a child 50.4211 46.9368, 53.9053   7.22892 19 
     As an adult 44.6667 41.8767, 47.4566   5.03795 15 
     Both child and adult  47.2500 42.7433, 51.7567   9.62931 20 
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 Mean Confidence Intervals      SD N 
 
Self-Intimacy 
    
     None 42.6957 39.7098, 45.6815   6.90477 23 
     As a child 46.3684 41.1718, 51.5650 10.78173 19 
     As an adult 48.9333 42.7686, 55.0981 11.13211 15 
     Both child and adult  46.3500 41.0024, 51.6976 11.42608 20 
Self-Control     
     None 47.6957 43.4498, 51.9415   9.81851 23 
     As a child 49.6842 44.0312, 55.3372 11.72866 19 
     As an adult 50.9333 46.0047, 55.8620   8.89997 15 
     Both child and adult  48.8000 44.1085, 53.4915 10.02418 20 
     
Trauma-Specific Training     
Self-Safety     
     Substantial 45.2609 42.3062, 48.2156   9.94973 46 
     Minimal 45.0645 40.4676, 49.6615 12.53245 31 
Self-Trust     
     Substantial 45.0000 42.2390, 47.7610   9.29755 46 
     Minimal 46.5161 42.4714, 50.5608 11.02685 31 
Self-Esteem     
     Substantial 47.7174 45.4787, 49.9561   7.53853 46 
     Minimal 48.1290 45.3780, 50.8800   7.49996 31 
Self-Intimacy     
     Substantial 45.1304 41.9243, 48.3365 10.79631 46 
     Minimal 46.7097 43.3973, 50.0220   9.03030 31 
Self-Control     
     Substantial 48.6087 45.7939, 51.4235   9.47858 46 
     Minimal 49.8387 45.7938, 53.8836 11.02753 31 
*Confidence Intervals = 95% 
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